Aim: Compare clinical performance and success/retention rates of two multi-mode (MM) adhesives, applied in self-etch (SE) or etch-and-rinse (ER) modes, with SE-all-in-one adhesive (SE/SE with enamel etching) in NCCL restorations at one-year follow-up. Material and methods: Prospective, double-blind RCT approved by the University Fernando Pessoa and the National-Clinical-Research-Ethics Committees (CEIC-20150305), ClinicalTrials.gov registered (NCT02698371), in 38 participants with 210 restorations (AdmiraFusion V R ) randomly allocated to six groups (Adhesives_Adhesion mode), each with 35 restorations: G1-Control Futurabond V R DC_SE; G2-Control Futurabond V R DC_SE with enamel etching; G3-Futurabond
Pessoa and the National-Clinical-Research-Ethics Committees (CEIC-20150305), ClinicalTrials.gov registered (NCT02698371), in 38 participants with 210 restorations (AdmiraFusion V R ) randomly allocated to six groups (Adhesives_Adhesion mode), each with 35 restorations: G1-Control Futurabond V R DC_SE; G2-Control Futurabond V R DC_SE with enamel etching; G3-Futurabond V R U_ER; G4-Futurabond V R U_SE; G5-Adhese V R Universal_ER; G6-Adhese V R Universal_SE. Restorations evaluated at baseline and one-year by three calibrated examiners (ICC !0.952) using FDI criteria and statistical analysis with nonparametric tests (alpha ¼ 0.05). Results: At one-year recall 36 participants, 199 restorations were available for examination; five (2.5%) restorations (G1 n ¼ 2; G2, G3, G4 n ¼ 1) were lost due to retention (p > .05); G1 showed less satisfying marginal adaptation (p < .05) than G2 and MM adhesives groups, particularly G6. Overall success rates (p > .05) were: 93.9% (G1), 97.0% (G2; G3; G4) and 100.0% (G5; G6).
Conclusions: MM adhesives (Futurabond
V R U and Adhese V R Universal) showed similar and acceptable performance/success rates but also better clinical outputs than the SE-all-in-one adhesive (Futurabond V R DC), particularly in SE mode. Success and retention rates were similar and not dependent on materials or adhesion modes.
Introduction
Multi-mode adhesives (MM) are contemporary simplified dental adhesives which can be used either in etch-and-rinse (ER) or self-etch (SE) adhesion approaches. These universal systems allow for the application of the adhesive with phosphoric acid preetching, in the total-etch or ER modes, or using selective etching approaches, which enhance enamel bond durability and also provide a simplified SE mode procedure on dentine [1] . The concept behind these adhesives is novel thus only short/medium-term clinical [2] [3] [4] [5] [6] [7] [8] and immediate ultra-morphological and bond strength studies have been reported [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] . Some laboratory findings have shown that MM adhesive performance is material-dependent [11] .
Despite being considered user-friendly [19] , this multi-approach enables clinicians to apply adhesives based on the specific clinical situation and operators' personal preferences [20] . The adjustment of the acidity of MM adhesive solutions and the incorporation of new functional monomers to promote stable clinical performance over time have been the main changes proposed to improve these materials [20, 21] . Non-carious cervical lesions (NCCLs) are highly frequent and are normally used in clinical research because they do not present macro-mechanical retention, margins in enamel and/or dentine, and are subject to high stress during masticatory function [22] . The success of NCCL restorations relies mainly on chemical adhesion to the cavity with almost no mechanical retention, particularly with adhesives applied in the ER mode. The impregnation of the dentine substrate by resin monomers and the stability of the bonded interface are of paramount importance to clinical performance [23] . These lesions are considered advantageous when assessing adhesive systems [24, 25] . Among other benefits, they offer no mechanical retention and are located mainly in dentine, facilitating evaluation of the resin-dentine bond, which is less stable than the resin-enamel bond [26] .
A clinical study of the performance of NCCL restorations evaluated the effects of pre-treatment using phosphoric acid in cases with significant dentine sclerosis. The results showed that only three restorations had failed due to loss of retention within the group where the mild SE adhesive was applied after phosphoric acid pre-treatment of the dentine [27] . Recently, a six-year clinical performance evaluation of ER and SE adhesives revealed that restorations placed on teeth with increased dentine sclerosis were somewhat more likely to lose retention. Although this was not found to be statistically significant, further clinical studies evaluating the clinical performance of restored NCCLs with different degrees of dentine sclerosis are needed [28] . The role of in vitro data to predict clinical performance is increasingly recognised, RCTs remain the most rigorous research design for assessing the clinical effectiveness of an intervention. The majority of studies investigating the clinical effectiveness of bonding systems use the longevity of restorations in NCCLs as the outcome [26] . Preliminary data generated from immediate bonding and after thermocycling of dentine specimens bonded with the universal adhesives studied appear to suggest that these adhesives should perform no differently from previous generations of ER adhesives or SE adhesives [29] . The need for clinical reporting regarding the performance of currently marketed MM adhesives led to the design of this study.
The aim of this RCT was thus to compare the clinical performance, success and retention rates of two MM adhesives (applied in SE or ER modes) with an SE-all-in-one adhesive (applied as an SE or SE with enamel etching modes) in NCCL restorations, at oneyear recall, using FDI (Word Dental Federation) criteria. The null hypothesis tested at one-year follow-up was: bonding to NCCLs with an SE-all-in-one adhesive (Futurabond V R DC-FBDC, applied as a SE or SE with enamel etching modes) and MM adhesives (Futurabond V R U -FBU and Adhese V R Universal-ADU), applied in SE or ER modes, would result in a nonsignificant different outcome. To demonstrate this, three null hypotheses (H0) were tested at one-year recall: (H0-1st) similar clinical (aesthetic, functional and biological) performance, (H0-2nd) similar retention rates and (H0-3rd) similar restorations success/ acceptance rates.
Material and methods

Clinical trial design
This prospective, double-blind (patients and examiners) RCT design followed the Consolidated Standards of Reporting Trials (CONSORT) statement [30, 31] Voluntary participants aged between 18 to 65 with one to six NCCLs, deeper than 1.5 mm in both enamel and dentine tissues of vital premolar or molar teeth were screened after examination by a single investigator. Patients with a poor medical, psychiatric or pharmacotherapy history, who were pregnant, participating in other ongoing clinical studies, those with allergies or intolerance/adverse reaction to similar products, with less than 20 teeth in occlusion, with severe or chronic periodontal disease or who had undergone periodontal surgery in the past three months, were undergoing orthodontic treatment, suffered from severe bruxism, had poor oral hygiene, with premolars or molar teeth that are anchors for fixed/removal prosthesis, with extreme caries or pulp injuries, or those patients who refused to participate voluntarily in the trial were excluded from the study. Thirty-eight participants signed the informed consent form and were enrolled into this study.
Resin-based composite, adhesive systems, interventions and restorative procedures Two hundred and ten NCCL restorations were performed by an experienced and calibrated dentist from the Conservative and Restorative Dentistry Department. The composition and manufacturers of the adhesive systems used are described in Table 1 . The adhesives, adhesion mode and application technique are presented in Table 2 , according to RCT groups. Participant age and gender description and NCCLs categorised according to tooth type, degree of dentine sclerosis [27] , and internal angle shape [2] can be found in Table 3 . The number of NCCL restorations per participant varied: three, nine and twentysix patients received respectively, three, five and six NCCL restorations in one appointment. The allocation of the control (G1, G2) and the study (G3 to G6) groups to each tooth per patient was performed randomly, although ensuring that the group distribution was not repeated in the same patient. Two hundred and ten sealed envelopes were prepared, with 35 sequences of the six study groups, where the order of each of the six groups was randomised. Allocation consisted in opening the envelope on the day of the restorative procedure, with the information (adhesive system/adhesion mode) to be used for that restoration available only to the operator. The operator was not blinded to group assignment during interventions, however, participants were blinded to the group assignment. All operative procedures were performed under anaesthesia (Scandinibsa 3% mepivacaine, Sintra Business Park, Portugal) and relative field isolation, with cotton rolls and retraction cord (Ultrapack #000 or #00, Ultradent, Salt Lake City, UT, USA). After shade guide selection, all NCCLs were cleaned with pumice and water in a rubber cup followed by rinsing and drying. Restorations were placed without an enamel bevel or any mechanical retention. All single dose adhesive systems were applied ( KerrHawe SA; Bioggio, Switzerland) using water spray. Digital photographs of the restorations were taken. Table 2 . Control (G1, G2) and study groups (G3, G4, G5, G6) of NCCL restorations randomised allocation according to adhesives and adhesion mode and, application procedures. 
Sample size calculation
The sample size calculation was based on rules of thumb, usually considered in research situations where there is little or no information on the outcome, as in this case with the clinical performance of the adhesive systems used in this RCT. Investigators assumed that there was no viable information that would allow for the calculation of sample size based on power analysis. A simpler comparative analysis using a McNemar test (repeated measures) in the six groups, with a total of at least 80 cases (teeth to be restored) was needed in the overall sample. Consequently, at least 35 restorations per group were required for this study. Investigators substantially increased the minimum number stipulated in any of the aforementioned techniques. The outcomes of clinical trials [22, 27] 
Clinical evaluation
All restorations were evaluated at baseline (onemonth after placement) and at one-year recalls by three calibrated examiners (blinded to study group assignment), using FDI [32] criteria. Intra-examiner (ICC ! 0.958) and inter-examiner agreement (ICC ! 0.952) were calculated prior to the start-up of the RCT. NCCL restorations were evaluated based on: staining margin (aesthetic property); fractures/retention and, marginal adaptation (functional properties), postoperative (hyper-) sensitivity, recurrence of caries (biological properties), and effect changes (FDI scores). The retention rate was calculated as the percentage of restorations missing due to fractures and retention lost considering the number of restored teeth available for examination, from baseline up to one-year recall. Success rate was defined as the overall percentage of restorations classified with acceptable scores: clinically excellent (EX), good (GO), sufficient/ satisfactory (SS) and clinically unsatisfactory, need for repair due to prophylactic reasons (UNS), using the FDI criteria.
Statistical analysis
Statistical analysis was performed using the IBM 
Results
Thirty-eight patients received a total of 210 NCCL restorations distributed across two control (G1, G2) and four (G3 to G6) study groups. No significant differences (Chi-Square test, p>.05) were found for all participants and NCCL features (Table 3 ) and according to RCT groups. At one-year recall, two (5.3%) participants had dropped out (moved abroad, due to professional reasons); of the 199 NCCL restorations available for evaluation, five (2.5%) were missing due to retention loss (p > .05, for all groups and within each group; Table 4 ). The overall restoration retention rate was 97.5%. Table 4 shows the paired comparison outcome of restoration distribution (number) in the control (G1, G2) and research (G3, G4, G5, G6) groups. At oneyear recall, one FBDC_SE (G1) restoration scored as clinically unsatisfactory and four as good (Wilcoxon test; p ¼ .016) for staining margin; one FBU_SE (G4) restoration scored satisfactory and four good (p ¼ .024), and four ADU_SE (G6) restorations scored as clinically good (p ¼ .046). Fractures and retention were recorded as clinically poor (2) [lost retention], unsatisfactory (1), and good (3) in FBDC_SE (G1) (p ¼ .026) restorations. One restoration in each FBDC_SE-EE (G2), FBU_ER (G3) and FBU_SE (G4) groups scored as clinically poor (lost retention) and one restoration ADU_ER (G5) was recorded as clinically unsatisfactory (Wilcoxon test, p > .05). FBDC_SE (G1) restorations (p ¼ .004) showed changes in marginal adaptation, 11 scored as clinically good, one as satisfactory and one as unsatisfactory. Although changes in marginal adaptation occurred over time in all remaining groups, no difference was found within each group (p > .05). For postoperative (hyper-) sensitivity parameters, 4 ADU_ER (G5) restorations (one already registered at baseline), 3 FBU_SE (G4) restorations, 2 ADU_SE (G6) restorations (one already registered at baseline) and one FBDC_SE (G1) restoration (within each group, p > .05) were classified clinically as good at one-year recall. Recurrence of caries (p > .05) scored as clinically good in one restoration from each of the FBU_SE (G4), ADU_ER (G5) and ADU_SE (G6) groups.
At one-year recall, FBDC_SE (G1) restorations revealed a less frequently satisfactory marginal adaptation (Mann-Whitney test, p ¼ .039) than those with ADU_SE (G6). Also, FBDC_SE (G1) restorations showed a significantly lower functional performance due to deterioration in marginal adaptation than those with FBU_ER (G3), FBU_SE (G4), ADU_ER (G5) and ADU_SE (G6) (Kruskal-Wallis test; p ¼ .003) and those with FBDC_SE-EE (G2) (p ¼ .013). No significant difference was found in the clinical performance of FBDC_SE-EE and all the MM adhesives groups. No significant differences were found for biological properties over time within each group (Table 4 , Wilcoxon test; p > .05).
Overall, the aesthetic, functional and biological property success rates (%) did not differ (p > .05) for all groups over a one-year period (Table 5) . Success rates were of: 93.9% (FBDC_SE), 97.0% (FBDC_SE-EE and FBU) and 100.0% (ADU). At one-year recall, Table 4 . Research restorations distribution (number) by Control (G1, G2) and Study (G3, G4, G5, G6) Groups, at Baseline and One-year follow-ups, using FDI criteria [32] . FDI 
Discussion
This research compared the clinical performance, success and retention rates of two MM adhesives (FBU and ADU) applied in SE or ER modes, with an SEall-in-one adhesive (FBDC) applied using SE or SE with enamel etching (SE-EE) adhesion modes in NCCL restorations at one-year recall, according to FDI criteria. Considering the null hypothesis tested, the first one was rejected because restorations with FBDC_SE showed less satisfying marginal adaptation than those with FBDC_SE-EE and with the MM adhesives, particularly with the ADU_SE. The second and third null hypotheses were not rejected as no difference was found between control and research groups in success and retention rates. No significant differences were detected for participants and the distribution of NCCL features per group at baseline. A similar number of participants were enrolled in other recently performed clinical trials of the most recent generation of SE [22] and the more recent MM adhesives [2] [3] [4] [5] 8] . Controversy still remains over whether these versatile adhesives contain technological advances for overcoming the challenges associated with previous generations of adhesives or adhesion modes, since few RCTs were published and very few MM adhesives [2] [3] [4] [5] [6] [7] [8] V R , have also been tested in RCTs over 6-month [5] and 18-month recalls [8] , respectively. In this RCT, two other MM adhesives, the FBU and ADU were assessed. This means that the outputs of this research can be only partially compared with the available scientific data, assessing the products and RCT endpoints.
This clinical research comprised two control groups using FBDC applied in SE mode and with enamel etching (SE-EE). This adhesive was chosen because it is the most recent generation of simplified adhesives from the same manufacture as one of the MM adhesives (FBU) tested. Enamel pre-etching was especially recommended to promote better aesthetic and functional sealing and reduced marginal discolouration/adaptation at the NCCL restoration interface [22, 33] .
To date, no evidence has been found of clinical research on FBDC, FBU and ADU and these products are available on the market. MM adhesives, similar to previous generations of SE adhesives, differ from one another in many aspects. However their acidity, water content and resin monomer composition are the main features that distinguish them from other adhesives [5] . There is, however, a current trend among manufacturers to continue simplifying single-bottle bonding technology for adhesive procedures, making them faster and if possible, less technique-sensitive [29] . In spite of the poor clinical performance of traditional one-step SE adhesives, the latest generation of all-in-one SE adhesives has performed better, specifically those with 'mild' (pH value >1.5) properties [34, 35] . Although new adhesives should continue to be compared against an established three-step ER adhesive, since these are supported by the most longterm clinical-and laboratory-based evidence [26] , in both recent MM adhesive clinical trials [3, 4] , only one control group was designed to compare adhesives and adhesion strategies. Additionally, in the RCT conducted by Pena and colleagues, the Clearfil TM SE Bond was selected as control, because it was considered the gold standard for self-etching adhesives and has a clinical performance similar to the three-step ER adhesives [22] .
No significant changes in aesthetic, functional and biological performance had occurred at the one-year follow-up within each of the groups FBDC_SE-EE and with FBU and ADU in ER mode. The staining margin results are partially supported by Lawson and colleagues' [4] findings in their clinical trial with two-year follow-up, using the USPHS criteria. Although the authors reported that all adhesives tested (Scotchbond   TM   Universal  and  Scotchbond TM Multi-purpose) showed an increase in marginal discolouration over time, the restorations placed with the MM adhesive in SE mode showed a greater extent of marginal staining than the other material in the 24-month photograph [4] . Therefore, further data at medium-term evaluations and from subsequent clinical recalls must be compared to confirm these results.
Fractures and retention loss occurred significantly over time but only in restorations with FBDC_SE. No difference was detected for this parameter in restorations with FBDC_SE-EE, not even those with FBU and ADU adhesives in SE or ER modes. Lower bonding ability may be related to the chemical bond produced by adhesives with the dental substrates. Although these results would seem to suggest that adhesive systems from the same brand, namely restorations with FBDC (control groups) and FBU, lose retention more frequently than those with ADU, regardless of the SE or ER adhesion modes, no difference was detected for fractures and retention performance between MM adhesives and also, between MM adhesives and the SE-all-in-one adhesive, at oneyear follow-up. The results of this RCT support the clinical trial outputs on restoration retention with Scotchbond TM Universal which showed four restorations lost at 6-months (one in ER þ moist dentine and three in SE mode) and a fifth at the 18 -month recall (one for selective enamel etching) [2] . Another RCT testing the Scotchbond TM Universal reported one restoration failure at the 6-month recall and a second at the 12-month recall in SE mode. In contrast, there was a 100% retention rate when the restorations were applied in ER mode [4] . Similarly, as reported by other authors [2, 4] , no significant difference was found between retention rates at the 18-month [2] and one-year [4] recall for the Scotchbond TM Universal adhesive and adhesion modes, as shown by the outcomes from this RCT, with FBDC, FBU and ADU, in SE and ER modes. Although it is not clear from the FBU safety data sheet that the composition contains 10-MDP (10-methacryloyloxydecyl dihydrogen phosphate), according to the manufacturer this functional monomer is present in the FBDC and FBU [18] , and is described as an acidic adhesive monomer. Controversy remains about the use of MMP inhibitors to control the degradation of dentine-resin interfaces [24] . The adhesion-decalcification concept suggests that the aggressive demineralisation of hard tissues by strong acids results in the dissolution of apatite crystallites, decreasing the opportunity to establish chemical bonds between SE adhesives' functional resin monomers (10-MDP) and apatite crystallites, and the potential for creating nano-layers of calcium precipitates with phosphate resin monomers. However, resin-dentine interfaces created by contemporary MM adhesives containing 10-MDP may not be as immune to degradation as the manufacturers would like [29] . In this RCT all the adhesives, FBDC, FBU and ADU, contain 10-MDP and additionally ADU also contains the functional monomer methacrylated carboxylic acid polymer (MCAP), which may explain some of the current findings at the short-term evaluation. Only FBDC_SE restorations revealed significant deterioration in marginal adaptation at the one-year recall. Additionally, significant functional differences were detected between FBDC, FBU and ADU applied in SE mode. Restorations with FBDC_SE showed less satisfying marginal adaptation than those with FBDC_SE-EE and also those with all the MM adhesives tested, particularly with the ADU_SE. The MM adhesives FBU and ADU showed similar clinical behaviour with regard to the marginal adaptation of the restorations. Previous clinical research reported a similar incidence of non-ideal marginal adaptation and no differences in this parameter for Scotchbond TM Universal adhesives applied in selectiveetch, SE or total-etch modes, according to Cvar and Ryge evaluation criteria [2, 4] . The results of this clinical trial support in vitro findings on the effect of acid pre-treatment on the strength of composite resin bonded to enamel and dentine using FBU and Scotchbond TM Universal. Although selective enamel etching (SE-EE) of the cavity margins has been recommended to avoid enamel marginal gaps [20, 36] , in vitro results indicate that these adhesives might be a viable option for clinical use, as both FBU and Scotchbond TM Universal presented similar bond strengths when used in SE and ER adhesion modes. In general, self-etching adhesive systems, other than MM adhesives, contain acidic monomers responsible for dissolving the smear layer and demineralising dental tissues. Their efficacy depends mostly on the type of monomer used, their pH value, and the application method [18] . The co-variable pH value has been shown to be critical for enamel and dentine bonding, although pH alone does not directly correspond to bond strength and/or interface morphology [27] . According to the manufacturer, the pH of FBDC is 1.5 and that of, FBU 2.3 and of ADU 2.5. Therefore, when considering the SE adhesion mode, restorations with FBDC should have had better marginal adaptation than the MM adhesives, FBU and ADU, as the lower the pH of the adhesive, the better the etching on enamel. Instead, FBU and ADU with a higher pH performed better in terms of marginal adaptation. This short-term output would seem to suggest that clinical performance may depend not only on the type/composition but also on the concentration of the monomer formulation and that this is productdependent [35] . The functional acidic monomer concentration and composition, particularly those that regulate hydrophilicity and water content, such as the HEMA (2-hydroxyethyl methacrylate), may explain the change in performance of some brands of MM adhesives. One-step SE adhesives are highly hydrophilic (regulated by HEMA) so they attract water from dentine tubules, which may increase the potential for degradation, as water sorption of adhesive resins is proportional to their hydrophilic characteristics. Increasing the water concentration dilutes the acidic monomer concentration and may decrease their bonding effectiveness and their mechanical/functional properties [36] . As FBU and ADU both contain HEMA a poorer marginal adaptation performance could be expected [37] .
In this RCT, no differences were found in the biological properties over the time within each group or between the adhesives or adhesive modes. However, restorations with ADU (in the SE or ER mode) and FBU_SE more frequently revealed some postoperative sensitivity at the one-year follow-up, receiving a score of clinically good. Further long-term evaluation is needed to investigate the possible influence of MM adhesives on postoperative sensitivity and recurrence of caries.
Using the clinical index introduced by Heintze (2009) [38] and Heintze (2010) [39] and colleagues, we obtained an overall in vivo success rate of 96.5% for FBDC_SE, 98.3% for FBDC_SE-EE and FBU and, 100.0% for ADU. These values show extremely low deterioration, which supports some initial values (12-months) used in the meta-analysis and above the overall average out of all the studies for that time point (average portrayed using a big dot in Figure 1 , graph d) to model deterioration over time (one to three years) [39] .
This RCT research protocol included some of the main topics identified by authors [2] [3] [4] 22, 27, 28] such as, the clinical evaluation by FDI criteria (sensitive criteria for short-term evaluations), three calibrated independent examiners, participants and NCCL features.
In conclusion, NCCLs restored using FBU and ADU showed similar aesthetic, functional and biological performance and performed clinically better than NCCLs restored with FBDC_SE. Restorations with FBU and ADU applied in SE mode revealed less frequent changes in marginal adaptation than those with FBDC_SE. Retention and success rates were similar at one-year recall and did not depend on adhesion modes (SE and ER) nor adhesive systems (FBDC, FBU and ADU).
